(Guy's Maudsley Neurosurgical Unit, London) As a neurosurgeon on the staff of a psychiatric hospital I have had referred to me from time to time some interesting cases of parietal lobe disorder with a psychiatric flavour. Naturally, these have been mostly tumour cases. The modes of presentation have been very variable, but I would like to exclude consideration of cases which can occur in either hemisphere where there is a marked hemiparesis, both sensory and motor. Also, I would like to exclude cases with various degrees and forms of dysphasia or of Gerstmann's syndrome with finger agnosia and acalculia such as can occur with lesions of the dominant temporal lobe. These cases are obvious and easy diagnostic problems. Instead I shall confine myself particularly to disorders of the right or minor parietal lobe associated with more subtle disorders such as anosognosia, constructional apraxia, or epilepsy associated with spatial disorientation or of panoramic memory.
The terminology used to describe these disorders is voluminous and, consequently, often confusing. I shall try to keep it simple. Agnosia is a failure to recognize familiar objects presented to the senses of vision, hearing, or of touch. Apraxia is a difficulty in synthesizing and carrying out common motor or mental actions. The right parietal lobe can give rise to many agnosic syndromes, but the most striking are the body--scheme agnosias and, in particular, anosognosia, where the patient seems to deny that anything is ,wrong with the left or affected side of his body .and ignores it. This is often associated with a constructional apraxia. Let me instance a case: Case History A 55-year-old business man Three months before his admission, while in the street, he felt somebody touch his left shoulder, but on looking round he could see no one. This was repeated on three or four occasions. One month before his admission his wife noticed clumsiness of the left arm; he would knock objects off the table with it. Shortly afterwards, he had a number of accounts to tabulate. Try as he could he did not manage to arrange them in proper order, but when his secretary arranged them for him he added them up correctly. This was dismissed as due to fatigue from overwork, and he took a few days off in bed at home to rest. From his bed he would telephone his subordinates and astound them with feats of memory concerning past business deals. Then one day, to prove himself well, he got up, drove his car round the block and on returning to the garage crashed the left front wing against the garage door. This led to his referral. On examination he kept protesting how well he was. However, it was obvious that he was ignoring his left side. His signs included a left-sided attention hemianopia, marked left-sided sensory impairment and a constructional apraxia. He could walk, read, write. and identify his fingers and those of the examiner, but he could not copy easily and correctly simple designs made with three matches. When he sketched he failed to complete the left-hand side of his drawings and did not notice the omission. There was no motor weakness, and no papillcedema. Arteriography and needle biopsy established that he had a right parietal glioma, which was inoperable.
Localization is not always what it seems. A tumour in the posterior part of the right frontal lobe can occasionally produce much the same syndrome.
Epilepsy involving the right parietal lobe has also interesting features. In addition to sensory phenomena referred to the left side of the body, the patient during seizures may have illusions concerning objects on his left-hand side. Thus, one patient, during seizures, would describe the right-hand side of the faces of people opposite her as being distorted and horrible, or that sometimes people on the left seemed to be walking in slow motion. I have also had two patients with right parietal lesions who developed panoramic memories in their seizures. This symposium stresses differential diagnosis. In examining such patients I would make a plea for careful examination of the visual fields to see whether there are any defects in attention in the left homonymous fields, to test for constructional apraxia, to ask the patient to sketch common objects to see whether details are ignored on the left-hand side, and to test the sensory functions of the left side of the body, particularly for stereodiagnosis, two-point discrimination and postural recognition in the fingers. Ultimately, neuroradiological studies such as carotid arteriography or lumbar encephalography may be required. In this way the diagnosis in most patients with these interesting phenomena can be established.
